Proceedings of the Royal Society of Medicine 22 kept under observation for some time. Her pain, however, persisted, and in an effort to relieve this a simple linear osteotomy of the upper end of the ulna was performed.
In spite of some temporary relief her pain returned and she was slowly becoming more disabled; she had to give up her work and was constantly losing sleep because of the pain at night. Movements of the joint were also more limited and, in July 1945, she had only about 10 degrees of extension and 20 degrees flexion of the joint.
In view of the inaccessible position of the lesion, the only prospect of cure appeared to be excision of the upper end of the ulna and reattachment of the triceps tendon to the shaft of the ulna. It was realized that removal of such an amount of the joint surface would give rise to some permanent weakness of the arm; but, in view of the persistent pain and increasing stiffness of the elbow-and also because as a result of such treatment a tumour, the nature of which was uncertain, would be removed-this treatment was decided upon.
On 27.9.45 a subperiosteal excision of the upper end of the ulna was performed, with some difficulty owing to the sclerotic nature of the bone, and the triceps tendon was firmly reattached to the upper end of the ulna.
Her progress was satisfactory but restoration of movement was rather slow; subsequent X-rays showed some forward subluxation of the head of the radius, and this was excised about ten weeks later. With active exercises the movement slowly increased and she now has only occasional aching in the joint after using it a good deal. The range of movement has continued to increase and, at the moment, she has about 80 degrees extension, 30 degrees flexion, full supination and 50 degrees pronation. Three months ago she resumed her old job for the first time for about twelve months.
Dr. McCall (Pathologist to North Staffordshire Royal Infirmary) reported that the tumour corresponded very closely to Jaffe's osteoid-osteoma, and his opinior was supported by Professor Tumbull of London Hospital.
The sections show the tumour to be well demarcated from the surrounding spongiosa and separated from it by a characteristic narrow zone of delicate fibrous marrow. The tumour itself consists of very atypical osteoid tissue and bone and corresponds in every way with the tumour described by Jaffe and Lichtenstein in their article in the Journal of Bone & Joint Surgery, 1940, 22, 645. Treatment of Displacements of the Distal Radio-ulnar Joint.-F. P. FITZGERALD,
Forward, backward and upward displacements of the radio-ulnar joint have been described. The following cases demonstrate methods of treating backward and upward displacements.
The patient, a female, aged 23, came to hospital in 1942 complaining of marked weakness of the right wrist. She had fallen on to the outstretched hand two years previously. On examination she had an obvious backward clisplacement of the distal radio-ulnar joint, which was confirmed by X-ray ( fig. 1) .
Treatment.-The dislocation was reduced by simple supination of the fore-arm, and this was verified by X-ray (fig. 2) . The elbow and wrist were then immobilized in plaster of Paris in the supine position (see fig. 197 , McNeill Love's "Minor Surgery," London, p. 374).
Some years previously I had treated a similar case in this fashion, which I had kept immobilized for three months. The result was good, but some backward displacement of the joint recurred some time later. The case being described was, therefore, kept in plaster for nearly six months. It was many months before full Both views show that the dislocation has been reduced. patient has a full range of movement, and Upward displacement.-CASE II.-A female, aged 18, sustained in 1943 a compound fracture of the radius as the result of enemy action. There was extensive laceration of the soft tissues. The wound became infected and a large fragment of the radius sequestrated. When seen one year later there was a large gap between the fragments of the radius, and the distal radio-ulnar joint was dislocated upwards (fig. 3 ). Instead of excising the lower end of the ulna it was decided to attempt a closed reduction. Consequently, Kirschner wires were passed through the metacarpals and olecranon, and Cuendet's distraction apparatus fixed to the Kirschner wires. The distraction on the radial side was then increased by means of the   FIG. 3.  FIG. 4.  FIG. 5.  FIG. 3. -Ununited fracture of radius with upward displacement at the radio-ulnar joint. Proceedings of the Royal Society of Medine turnbuckle and the dislocation thus reduced (fig. 4 ). The distraction apparatus was left in place and the radius grafted by means of onlay and chip grafts through a posterior approach. When the plaster was removed the grafts were found to be firmly united (fig. 5 ).
Present condition.-The patient is doing full work as a clothes presser and her forearm and wrist are normal in every way.
CASE III.-A bricklayer, aged 36, sustained in 1945 a compound fracture of the radius and ulna. Lhe wound became infected, and, as in the previous case, a large sequestrum was extruded. When seen one year after the injury, there was nonunion of the radius and a distal radio-ulnar dislocation (fig. 6 ). Cuendet's apparatus was again applied and the dislocation gradually reduced (fig. 7) . As before the radius was exposed through a posterior approach and it was fixed by chip and onlay grafts (fig. 8 ). The ulna was found to have united. Now three months after removal of the plaster he has 15 degrees limitation of pronation and 15 degrees limitation of extension of the elbow-joint. Flexion is full. The grip is not yet quite normal. He is back at light work and he says that the function of the limb is gradually improving. The bones have united and the dislocation has been reducedt ( fig. 9 ).
CASE IV.-A schoolgirl, aged 14, sustained in 1942 a fracture of the lower end of the radius. When seen a few months ago there was marked radial deviation of the hand (fig. 10) , and the head of the ulna was very prominent. She complained of marked weakness of the hand. In this case an osteotomy was performed on the lateral side of the radius, and the lower end of the ulna was excised. The line of the osteotomy was then "opened out" (fig. 11 ). and the excised piece of the ulna was used as a buttress graft ( fig. 12 ).
POSTSCRIPT.-Function is now normal, seven months after operation.
FIG 10  FIG 1   FIG. 12. FIG. 10.-Displaced joint; deformed radius; no manipulative correction possible. FIG. 11 .The lower end of the ulna has been divided. An osteotomy has been performed on the radius and "opened out" by the width of the osteotome.
FIG. 12. The lower end of the ulna has been shaped to fit the osteotomy gap. The alignment of the joint has b,en restored.
